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Healthy eating in childhood and adolescence is important for proper growth and
development and to help prevent chronic diseases. Many factors contribute to healthy
eating patterns, and one of the most influential factors is the home and school
environment. Both settings have role models who may affect a child’s eating behaviors.
This study consisted of 54 home school and 21 public school participants who lived in
northeast Mississippi and were between 6-12 years old. Public school children consumed
significantly more total calories, net carbohydrates, vitamin C, and calcium compared to
the home school children. Also, the public school children consumed more calories in the
form of carbohydrates after 3pm compared to home school children. Nevertheless, there
was no difference in BMI percentiles in public school and home school children 8-12
years of age. For 6 and 7-year-old children, the home school children had significantly
lower BMI percentiles compared to the public school children.
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CHAPTER I
INTRODUCTION
“Healthy eating in childhood and adolescence is important for proper growth and
development and to prevent various health conditions.” – Centers for Disease Control
and Prevention
Childhood obesity is an epidemic that has attracted a substantial amount of
attention over the last 30 years. It has gained attention because it raises the risk for
several obesity related chronic diseases such as type 2 diabetes, cardiovascular disease,
hyperlipidemia, and hypertension [1]. Additionally, it has been documented that the
behaviors and attitudes that children develop during the adolescent years are often carried
into adulthood. Research shows that obese children are more likely to remain obese in
adulthood [1]. The Centers for Disease Control and Prevention reports that the percentage
of obese children in the United States has more than tripled since the 1970’s. Today,
about 1 in 5 school-aged children, ages 6-19 years old, are obese [2]. Likewise, the World
Health Organization reported that in 2016, the global number of overweight children
under the age of 5 is estimated to be 42 million [3]. Childhood obesity is of increasing
concern worldwide.
Even though the childhood obesity epidemic continues to rise, it can be prevented
on many different levels. On the national and state levels, policy interventions and
government programs may lead to better choices, on the local level, healthy school
1

strategies may affect change, and at the family level, parental or caregiver engagement
may lead to better choices. The role of parents or caregivers is fundamental in the
prevention of childhood obesity. Parents can help monitor and enforce a healthy diet and
regular physical activity.
Schools in the United States are a popular target for obesity prevention because
children spend most of their mental and physical developing years in school. Public
schools are defined as being an institution that provides free education to a community or
district at the expense of the public via tax dollars. Each one is governed by the state and
managed under the guidance of superintendents and board members [4]. Furthermore,
public schools reach a vast array of children that come from different social backgrounds,
diverse races, and different income levels. Public schools have the leverage to implement
a learning environment that emphasizes the importance of a balanced diet and regular
physical activity.
In contrast, homeschooling has become an increasing model of education that has
opportunities for obesity prevention approaches. The National Home Education Research
Institute defines homeschooling as parent-led home-based education, and states there are
about 2.3 million home-educated students in the United States [5]. The main strategies
that work to prevent childhood obesity in the homeschool environment are founded in the
parent’s reason and motivation for home education. Many factors influence parents
decision to home-educate their children including: the ability to customize the curriculum
and learning environment for each child, the desire to enhance family relationships, the
aim to teach and impart a particular set of values, beliefs, and worldview to their children
[6].
2

Educators in both home school and public school settings desire to protect, influence,
and allow their children to grow in the best possible manner. Parenteral supervision and
role-modeling from the parents can be two of the most effective tactics to prevent
childhood obesity.
Purpose
Therefore, the purpose of this study was to evaluate eating patterns and body mass
index of home school and public school children. This was achieved through parent
questionnaires, self-reported 3-day food records, and height and weight measurements.
The results of this study contribute knowledge to future research endeavors and nutrition
education efforts in the prevention of childhood obesity.
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CHAPTER II
REVIEW OF LITERATURE
National Status of Weight and Nutrition
Obesity is a growing epidemic in the United States which has been documented
by a government research health initiative called Healthy People [7]. This initiative
provides science-based, 10-year national objectives for improving the health of all
Americans. According to the Healthy People 2010 Final Review, the proportion of adults
aged 20 and over who were obese rose 47.8%, from 23% to 34%, which moved away
from the 2010 target of 15%. Also, it was statistically shown during the same time period
that obesity increased 54.5% in children aged 6-11 years. The percentage of obese
children aged 6-11 years increased from 11% to 17%. The previous two statistical
findings are noteworthy for this study because participants were 6-12 years old. At the
end of 2010, none of the targeted objectives for weight status in both adults and children
were achieved. Over five different categories which assessed weight, (healthy weight in
adults age adjusted 20+ years, obesity in adults age adjusted 20+ years, obesity in
children 6-11 years, obesity in adolescents 12-19 years, children and adolescents 6-19
years), the outcomes showed statistically significant results for the increase of weight
status and obesity. Furthermore, the Healthy People 2010 comprehensive review of
nutrition and overweight objectives identified no significant improvement for fruit and
vegetable consumption. Saturated fat intake, total fat intake, and total sodium intake
showed no significant improvements as well [7]. In connection, the 2010 health objective
4

results remain consistent according to the Healthy People 2020 Midcourse Review. In the
2020 Midcourse review, it was stated that all six of the measurable weight status
objectives demonstrated little or no detectable changes [8].
Correlation between Childhood Obesity and Adult Obesity
Children are dependent upon their parents and caregivers for basic necessities of
life such as food. From infancy all the way through the late years of adolescence, children
rely on their parents for the food they eat. Children typically adapt to their families eating
habits due to the high level of dependency between the child and parent relationship.
Parents influence their child’s eating behaviors through the food they make available
within the home, the structure of meal times, and their own personal beliefs about food
related to health [9]. Due to the correlation of food behavior and habits of children and
their parents, researchers have shown a connection in weight status and eating behaviors.
Childhood overweight status is an important predictor of adult overweight status. Over
60% of children who are overweight before puberty will be overweight in early
adulthood [10]. Becoming overweight is the result of long-term energy imbalance defined
by excessive energy intake that surpasses energy expenditure [10]. In other words, a
sedentary lifestyle accompanied by the routinely consumption of calorie dense food often
results in overweight and obesity.
Environment and sociodemographic factors
Changes in eating behaviors among youth are commonly credited to
environmental influences that encourage excess energy consumption [10]. In today’s
society, an obesogenic environment is the sum of influences outside of the individual
5

which promotes obesity. In these environments there may include unsafe communities
that limit physical activity, advertisement of calorie dense foods, socioeconomic status,
and regular consumption of convenience foods. An increasingly busy world will no doubt
lead to even greater growth of the convenience food market in the years ahead [11].
Convenience foods are commonly associated with high amounts of saturated fat,
carbohydrates, and sodium. Consuming foods that are calorie dense and contain high
amounts of saturated fats and refined carbohydrates create an ideal environment for
developing obesity and health related issues.
Socioeconomic status is an environmental factor that contributes to fruit and
vegetable consumption. In a research study by De Jong, Visscher, HiraSing, Seidell, and
Renders [12], it was found that children living in families with a low socioeconomic
status had lower fruit and vegetable consumption than children living in a families with a
high socioeconomic status. Also, children living in families with a low socioeconomic
status were more likely to be overweight or obese compared to children living in medium
or high socioeconomic households. Likewise, it was reported that children in high
socioeconomic households had the lowest percentage of vegetable consumption. In
connection, children from the high socioeconomic group who ate less than two pieces of
fruit per day were less likely to be overweight compared to the children who ate two or
more pieces of fruit per day. Overall, a major finding from De Jong and colleagues, was
that among children with low socioeconomic status, not eating vegetables daily was
associated with four main factors. First, vegetable intake was negatively impacted when
children did not eat at the table 7 days per week. Secondly, when families ate a take-out
meal one or more days per week and a home cooked meal less than 6 days per week
6

vegetable intake was decreased. Lastly, daily vegetable intake was negatively impacted
when the child or caregiver cooked together for less than 5 days per week [12].
Parenting Styles and Habits which Play a Role in Childhood Obesity
Research shows that parents serve as a model for positive and negative food
behaviors [13]. The parenting style of each family can contribute to positive behavior
such as eating a variety of fruit and vegetables, or the parenting style can result in
restrictive food consumption. Authoritative parenting occurs when the parent is in full
authority and tells the child what they are going to eat with very little to no input from the
child. In connection, a study of children in a school program about choosing fruit and
vegetables found that children were limited in their ability to make better choices at home
because it was the parents who continued to make decisions about what food was brought
into the home [13].
In most situations, family members have the knowledge that the food people eat
affects their future health. Families might confirm their belief that food affects their
health by discussing health issues with immediate family as a result of not eating a
balanced diet. Likewise, in most situations, families acknowledge that the food they eat
affects their performance at school sports events and work. Results from a study that
examined intergenerational family conversations and decision making about eating
healthy observed that parents, grandparents, and children were all aware of the
consequences of not eating healthy [13]. Obesity and health related complications from
obesity are not seen as a sudden surprise to families. Rather, they are the result of an
imbalanced diet and poor lifestyle habits such as over consumption of food and physical
inactivity. Moreover, three common strategies which are used to encourage family
7

members to eat healthy are proactively managing foods entering the house, managing the
foods that are served during meal times, and involving children in food-related activities.
Participants mentioned several struggles that caused disharmony in their healthy eating
efforts. In summary, these struggles consisted of disagreements about food choices,
children refusing to eat certain foods, challenges in accommodating diverse food
preferences, children have too many choices, scheduling problems, food portion
arguments, and limited finances [13].
Parenting styles play a role in child food intake
A study by Ventura and Birch [14], concluded that there is substantial evidence
concerning the effects that parenting has on child eating. In this investigation, it was
believed that the family is the primary social institution influencing young children, thus
it is likely that many modifiable risk factors for childhood obesity have substantial roots
within the family context. Also, parenting styles were examined within this study.
Parenting styles were classified in four main categories: authoritative, authoritarian,
indulgent, or neglect. Mothers with more authoritarian, permissive or neglectful parenting
styles were significantly more likely to have children who were overweight two years
later, compared with mothers with authoritative parenting style [14]. Cross-sectional
studies have shown that children with indulgent parents have higher BMI z-scores than
those with authoritarian parents [15]. Additionally, families with overweight children
used more permissive feeding styles and maladaptive control strategies and fewer
supportive strategies compared to families with non-overweight children even after
controlling for socioeconomic status and eating behavior. Furthermore, cross-sectional
and longitudinal data reviewed provide evidence that higher levels of parental pressure
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are associated with lower levels of a child’s food intake and body weight and higher
ratings of pickiness. High food availability in the home environment was associated with
lower child weight, but only in food insecure families. Modeling food intake was
associated with lower child weight and energy intake in food secure families [14].
The effects of family meal time and parent supervision on child food intake
Cross sectional studies have shown that children and adolescents who regularly
eat dinner with family are less likely to be overweight and more likely to have more
healthy eating habits [16-20]. However, modern families experience pressure to minimize
food costs and to shorten food purchase and preparation time, which has led many
families to regularly consume unhealthful processed food that is more conveniently
acquired and prepared for consumption than home prepared, fresh food. Studies have
shown that busy households, in which families dine out for meals, subject children to
consume food that is high in energy density, as well as high sodium [18,21].
The larger the family, the less likely a child’s eating habits will be directly
supervised by an adult. Researchers found that lack of adult supervision caused
unsupervised children to participate in less physical activity and consume larger amounts
of unhealthful food than supervised children [18]. Research shows that overweight
children were supervised less than normal weight children [18]. Also, time eating with
family was related to more wholesome, healthy meals, whereas time spent eating
unhealthy was associated with eating away from family and with friends. Supervision
over watching television was also a factor associated with healthful habits. Watching
television during family meals was positively associated with eating healthy compared to
not having family meals at all. Parents who set limits on screen time and unhealthy eating
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habits of their children showed positive results of more healthful eating and more
physical activity. Overall, frequency of family meals was positively associated with
intake of fruits, vegetables, grains, and calcium-rich foods and negatively associated with
soft drink consumption. However, mothers employment was inversely associated with
frequent family meal patterns [22].
USDA School Lunch Program
The National School Lunch Program (NSLP) was established in 1946 under the
National School Lunch Act, signed by President Harry Truman [23]. It was established to
improve student’s nutritional intake by providing school meals under regulations set by
the US Department of Agriculture (USDA) [24]. The School Nutrition Association
(SNA) reported in 2017 that nearly 100,000 schools and institutions served school
lunches to 30 million students each day [25]. Out of the 30 million students who are
served school lunches each day, 20 million were free lunches, 2 million were reduced
priced, and 8 million were full price. To be eligible for free or reduced meal prices, the
family’s income must be at or below 130% of the poverty level to qualify for free meals,
and the family’s income must be between 130% and 185% of the poverty level to qualify
for reduced priced meals. For the 2018-2019 school year, 130% of the poverty level is
$32,630 for a family of four and 185% is $46,435 [25].
Concerning the NSLP, several independent studies reported NSLP lunches did not
meet the USDA nutrient-based standards [3,26,27]. Other studies have reported that the
NSLP was positively associated with increased risk for obesity [9,18,25,28].
Furthermore, a recent study which assessed if state laws with stricter school meal
nutrition standards affected adolescent weight status, reported that students who were
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eligible for free or reduced meals and obtained school lunches had a better weight status.
However, those students had to attend a school with laws that encouraged or required a
specific number of fruits and vegetables, reductions in trans-fat, 1% or skim milk, and/or
a minimum proportion of whole grains [25].
Lunch requirements of the USDA NSLP vary based on the following age groups
– grades K-5, grades 6-8, and grades 9-12. The key components of each lunch meal
consist of fruits, vegetables, grains, meat/meat alternatives, and milk. For 6-12 year old
children or K-6th graders, the NSLP requires ½ cup of fruit per day, ¾ cup of vegetables
per day, 1 ounce of grains per day, 1 cup of milk per day, 1 ounce of meat per day, and
approximately 550-700 calories per lunch meal each day. The key components of a
school breakfast tend to consist of fruits, grains, and milk. The USDA requires that each
breakfast for K-6th graders include 1 cup of fruit, 1 ounce of grains, 1 cup of milk, and
approximately 350-500 calories per breakfast meal each day [29]. Moreover, a study by
Taber, Chriqui, Powell, and Chaloupka reported that states which exceeded the previous
mentioned USDA standards, had slightly higher mean obesity prevalence and poverty
rate, but also had higher median income and higher percentage of adults with a bachelor’s
degree [24].
Dietary Reference Intakes (DRI’s)
Dietary Reference Intakes are determined by the Institute of Medicine (IOM).
They represent the most current scientific evidence on nutrient needs of healthy
populations [30]. The DRI’s are classified in subgroups such as Recommended Dietary
Allowance (RDA), Adequate Intake (AI), and Tolerable Upper Intake (UL). The RDA’s
have been created to reflect a daily average amount of nutrients that are sufficient for
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nearly all (97-98%) of healthy people. The AI’s were established for nutrients that do not
have a RDA due to a lack of scientific evidence. The AI’s are set nutrient ranges which
assume to ensure nutritional adequacy. Lastly, the UL’s are maximum daily intake ranges
that are unlikely to cause adverse health effects. Dietary reference intakes are presented
in Tables 2.1-2.3.

Table 2.1

Dietary Reference Intakes (DRI’s) for minerals evaluated in this study

Age Group
Nutrient
4-8 years
Calcium
9-13 years
Calcium
4-8 years
Iron
9-13 years
Iron
4-8 years
Sodium
9-13 years
Sodium
a
Recommended Dietary Allowance (RDA)
b
Adequate Intake (AI)

Table 2.2

DRI’s
1,000 (mg/d)a
1,300 (mg/d)a
10 (mg/d)a
8 (mg/d)a
1,200 (mg/d)b
1,500 (mg/d)b

Dietary Reference Intakes (DRI’s) for vitamins evaluated in this study

Age Group
Nutrient
4-8 years
Vitamin A
9-13 years
Vitamin A
4-8 years
Vitamin C
9-13 years
Vitamin C
4-8 years
Vitamin D
9-13 years
Vitamin D
a
Recommended Dietary Allowance (RDA)
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DRI’s
400 (ug/d)a
600 (ug/d)a
25 (mg/d)a
45 (mg/d)a
15 (ug/d)a
15 (ug/d)a

Table 2.3

Dietary Reference Intakes (DRI’s) for macronutrients evaluated in this
study

Age Group
Nutrient
4-8 years
Carbohydrate
9-13 years
Carbohydrate
4-8 years
Fat
9-13 years
Fat
4-8 years
Protein
9-13 years
Protein
4-8 years
Fiber
9-13 years
Fiber
a
Recommended Dietary Allowance (RDA)
b
Adequate Inake (AI)

DRI’s
130 (gm/day)a
130 (gm/day)a
Not Determined
Not Determined
19 (gm/day)a
34 (gm/ day)a
25 (gm/ day)b
26-31 (gm/ day)b

Results from Similar Studies
There has been conflicting research findings regarding home school children vs.
public school children on matters of nutrition and health. A study by Cardel, Willig,
Dulin-Keita, Gunnarsdottir et al. reported that home school children were thinner, leaner,
and reported better diets relative to traditionally schooled children [1]. While, another
study concluded that home school children consumed more energy, fat, carbohydrates,
protein, fiber, and sucrose than public school children [31]. Both studies were similar in
design. The study by Cardel, et al. consisted of 95 participants who were children aged 712 years, and they self-identified as non-Hispanic white [1]. Furthermore, this study
included the height and weight of each child, adiposity measurements by dual energy Xray absorptiometry, and nutrient intake information via 24-hour diet recalls. In
comparison, a study by Perry, consisted of 112 children aged 7-11 years old [31]. Also,
this study included the height and weight of each child and nutrient analysis via 3-day
food records. The study reported public school students had lower intake of total energy,
fat, carbohydrate, protein, fiber and selenium compared to the home school group.
13

Overall, more research is needed in this area of study to reach a conclusion about
the relationship between children’s educational setting and their obesity status. The
previous research studies have been strong studies with a large participant population
with sufficient technology to measure food intake, body mass index, and physical
activity. Unlike the previous studies, this study will assess food intake after 3pm via 3day food records, and body mass index will be evaluated by the use of CDC BMI-forAge growth charts.
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CHAPTER III
METHODS
Study Design and Participants
This study was cross sectional in nature and designed to answer the following
research questions:
1. What is the difference of macronutrient intake after 3pm between home
school and public school children?
2. What is the difference of body mass index between home school and public
school children?
3. What factors are associated with overweight and obesity among home school
children?
The target participants were home school and public school children who lived in
the Northeast Mississippi region. The Northeast Mississippi region was defined by using
Mississippi State University’s Extension Service map. The Mississippi State University
Extension map divides the state into four regions (Northeast, Delta, Coastal, & Central).
The Northeast Mississippi region included 23 counties. Furthermore, the study sample
size consisted of participants between 6-12 years of age. The participants were divided
into two groups. Group 1 (comparison group), were children educated in public schools.
Group 2 consisted of children who were educated at home. Participants were recruited
from October 2018 to January 2019, through home school co-ops, churches, and personal
15

referral. This study was approved by the Mississippi State University Institutional Board
Review Board as IRB-17-615.
Inclusion criteria included:
-

Home school participants must be home schooled for at least 6 months prior
to the study.

-

Participants must meet the age requirement of 6-12 years of age.

-

Participants must attend a public school in Northeast Mississippi or be
classified as home schooled.

Exclusion criteria included:
-

Participants that were outside the age range and home schooled for medical
reasons that would restrict dietary intake and routine physical activity were
excluded.
Dietary Assessment

Diet was assessed using a self-reported 3-day dietary recall that consisted of two
weekdays and one weekend day. At the start of the study, the information gathered from
the 3-day dietary recalls were entered into the “SuperTracker” website to obtain specific
macronutrient intake data. However, SuperTracker, a USDA nutrient analysis tool, was
discontinued on June 30, 2018 [32]. Therefore, all of the 3-day food records were reevaluated using Cronometer [33]. Cronometer is a nutrient analysis tool that uses several
specific sources such as Nutrition Coordinating Center Food and Nutrient Database
(NCCDB), United States Department of Agriculture National Nutrient Database for
Standard Reference (USDA SR28), ESHA Research Inc., Nutritionix, The Canadian
16

Nutrient File (CNF 2010), and the Irish Food Composition Database (IFCDB).
Cronometer is open to the public and different version can be purchased based on
functionality needs. For this study, the Pro version was purchased. Furthermore, the
completion of the 3-day food records involved the aid of parents to ensure accuracy. The
information was entered by the researcher team. Prior to completing the 3-day food
record, examples of proper portion sizes were provided as well as instructions on what to
record and when. The nutrients that were studied included: total calories, fat, protein,
carbohydrates, fiber, sugar, saturated fat, vitamin A, vitamin C, vitamin D, calcium, iron,
and sodium.
Questionnaire
The Healthy Eating questionnaire was modified from a previous study [34], and it
included 65 questions which addressed demographics, eating patterns, and home
environment. The first 15 questions consisted of demographic questions pertaining to
ethnicity, parent occupation, family income, education level, and relationship to the
participating child. Questions 12-16 asked about parent’s weight and the child’s weight.
Questions 20-34 asked about eating and physical activity habits. Some questions
addressed just the child while other questions addressed just the parent. Questions 37-51
addressed the child’s eating behavior. Questions 52-54 asked about the screen time of
both parents and the participating child. Lastly, questions 55-65 asked about which foods
are stocked in the kitchen. The answer choices were multiple choice on a frequency scale.
For example, the answer choice would be never, occasionally, frequently, usually, or
always. The questionnaire can be viewed in appendix A.
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Body Mass Index
The primary researchers obtained anthropometric measurements for all
participants. Each participant was weighed on a digital scale (Taylor 7562) to the nearest
0.1 kilogram in minimal clothing without shoes. Also, height was recorded to the nearest
0.1 centimeter without shoes using a measuring tape or a stadiometer (SECA non-digital).
Children’s BMI-for-Age percentiles (BMI %) were assessed using an online CDC growth
calculator for 2 to 20 years at peditools.org. A healthy BMI was classified as falling
between the 5th and 85th percentile.
Statistical Analysis
Descriptive statistics were calculated including total number of participants, each
variable’s mean and standard deviation (SD). To examine differences of nutrient intakes
and body mass index between home schooled children and public schooled children, the
mean of BMI percentile and three days nutrient intakes from each group were calculated.
Based on the mean results, two samples t-tests were used as the main statistical method.
To determine the main contributors of overweight and obesity among home schooled
children, Spearman Correlation was used. To accurately evaluate the correlations
between BMI percentile and eating behaviors, the data was split into two cases (< 85%
BMI percentile and ≥85% BMI percentile). All analysis were conducted via IMB SPSS
Statistical Software Version 25 (Armonk, New York). Significance was set at p ≤ 0.05.
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CHAPTER IV
RESULTS AND DISCUSSION
Characteristics of the Study Population
The study included 75 participants; 72 participants identified their gender and age
and were included in the final analysis. Participants were classified as home schooled (n=
54, 72%) or attending public school (n=21, 28%). Participants were 62.5% female (n=45)
and 37.5% male (n=30). 71.1% (n=32) of the female participants were home schooled,
while 70.3% (n=19) of the male participants were home schooled. Parents identified as
Asian (n=1, 1.3%), African American (n=3, 3.8%), and non-Hispanic Caucasian (n=71,
91%). The only significant difference from demographic questions between the two
groups was that public school participants largely reported having a smaller family size
of four (n=13, 61.9%), while home school families commonly reported having a family
size of four (n=11, 20.5%), five (n= 10, 18.5%), and six (n=16, 29.6%). Family income
was distributed from $20,000 to above $100,000, with 7 (9.3%) families in the $20,00040,000 range while 17 identified in the above $100,000 (22.7%) family income range.
Out of the 17 participants that identified in the above $100,000 income range, 9 (52.9%)
were classified as public school. Seventy mothers identified primarily as having an
associate degree (n=24, 34.2%), bachelor’s degree (n=24, 34.2%), and master’s degree
(n=17, 20.0%); 65 fathers identified as having a high school diploma (n=12, 18.4%),
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Associate degree (n=7, 10.7%), Bachelor’s degree (n=21, 32.3%), and Master’s degree
(n=13, 20%) (Table 4.1).

Table 4.1

Characteristics of Study Participants
Public School
(n = 21)

Home School
(n = 54)

Total
(n = 75)

(%)

8
13

19
32

27
45

36%
60%

3

0

3

4%

17

54

71

95%

1

0

1

1%

Family Household
Size
2 family members
3-4 family members
5-6 family members
7-8 family members

0
17
4
0

2
13
21
14

2
30
25
14

3%
40%
33%
19%

Family Income
20,000 – 40,000
40,000 – 60,000
60,000 – 80,000
80,000 – 100,000
Above 100,000

1
3
3
9
9

6
12
15
8
8

7
15
18
17
17

9%
20%
24%
23%
23%

Mother / Father

Mother / Father

Mother / Father

Sex
Male
Female
Ethnicity
Black or African
American
White, Caucasian nonHispanic
Asian

Parent Education
(Mother / Father)
GED
High School Diploma
Associate Degree
Bachelor’s Degree
Master’s Degree
Doctorate Degree

0
0
8
4
8
1

0
11
2
4
1
2

1
4
12
18
12
2
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4
4
4
21
6
6

1
4
20
22
20
3

4
15
6
25
7
8

Nutrient Analysis of 3-Day Food Records
For the nutrient analysis, there were a total of 62 (82.6%) participants who
completed the 3-day food records. Out of the 62 participants who completed the 3-day
food records, 19 (30.6%) were classified as public school, while 43 (69.3%) were
classified as home school. From the self-reported 3-day food records, there was a
significant difference (p < 0.005) in intake of total calories, total net carbohydrate, total
vitamin C, and total calcium for all three days with the public school group consuming
higher amounts compared to the home school group the (Table 4.2). For both weekdays,
there was a significant difference in total sugar (p= 0.03, p= 0.025) consumption between
the two groups where the public school group consumed more. While there was no
significant difference between intake of total fat, saturated fat, and sodium, there was a
trend by which both groups consumed these nutrients in excess of DRIs [30] (Table 4.3).
On the other hand, there was a trend showing both groups not meeting the RDAs [30] in
consumption of Fiber, Vitamin D, and Calcium (Table 4.4) None the less, children from
public school consumed significantly more Calcium.
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Table 4.2

Values of Significantly Different Nutrients (Mean ± SD)

Group

Public school children

Total
Calories
(Kcal/day)
Total Net
Carb (g/day)

Weekend = 2,005 ± 681.1
Week-day 1 = 2,006 ± 565.1
Week-day 2 = 2,141 ± 585.1
Weekend = 255 ± 115.9
Week-day 1= 248 ± 76.5
Week-day 2= 276 ± 129.3
Weekend = 105 ± 92.3
Week-day 1= 135 ± 125.4
Week-day 2= 118 ± 147.5
Weekend = 953 ± 426.5
Week-day 1= 1032 ± 481.1
Week-day 2= 915 ± 423.1

Total Vit. C
(mg/day)
Total
Calcium
(mg/day)

Table 4.3
Group
Total
Fat
(g/day)
Total
Sat. Fat
(g/day)

Home school children

Pvalue
Weekend = 1,562 ± 502.2
0.006
Week-day 1 = 1,642 ± 404.3 0.005
Week-day 2 = 1,596 ± 453.9 0.001
Weekend = 179 ± 71.3
0.002
Week-day 1= 170 ± 69.1
0.001
Week-day 2= 173 ± 73.9
0.004
Weekend = 42 ± 50.8
0.001
Week-day 1= 50 ± 45.1
0.009
Week-day 2= 39 ± 30.2
0.031
Weekend = 663 ± 384.6
0.010
Week-day 1= 715 ± 460.9
0.017
Week-day 2= 621 ± 402.3
0.011

Values of Non-Significantly Different Nutrients that were Consistently
Consumed Above the Dietary Reference Intakes (Mean ± SD)
Public school children
Weekend = 75 ± 26.4
Week-day 1= 77 ± 25.3
Week-day 2= 81 ± 18.1
Weekend = 25 ± 10.5
Week-day 1= 27 ± 12.1
Week-day 2= 23 ± 7.3

Home school children
Weekend = 64 ± 23.9
Week-day 1= 72 ± 20.8
Week-day 2= 67 ± 22.6
Weekend = 22 ± 8.7
Week-day 1= 25 ± 10.1
Week-day 2= 23 ± 9.9

Sodium Weekend = 3,512 ± 1118.3 Weekend = 2716 ± 2366.7
(mg/day) Week-day 1= 3,349 ± 977.2 Week-day 1= 2,792 ± 2179.6
Week-day 2= 3,381 ± 804.5 Week-day 2= 2,659 ±2004.2
a

Acceptable Macronutrient Distribution Range for children 4-18 y
Adequate Intake for children 4-8 y
c
Adequate Intake for children 9-13 y
b
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DRIs
AMDR
(25-35 g)
a

b

AI (1,200
mg)
c
AI (1,500
mg)

Table 4.4
Group
Fiber
(g/day)
Vit. D
(IU/day)

Values of Non-Significantly Different Nutrients that were Consistently
Consumed Below the Dietary References Intakes (Mean ± SD)
Public school children
Weekend = 13 ± 6.3
Week-day 1= 14 ± 8.7
Week-day 2= 14 ± 5.2
Weekend = 214 ±154.2
Week-day 1= 205 ± 166.9
Week-day 2= 213 ± 164.5

Home school children
Weekend = 13 ± 6.1
Week-day 1= 13 ± 4.6
Week-day 2= 13 ± 10.8
Weekend = 132 ± 114.3
Week-day 1= 154 ± 125.7
Week-day 2= 139 ± 111.7

Weekend = 663 ± 384.6
Calcium Weekend = 953 ± 426.5
(mg/day) Week-day 1= 1032 ± 481.1 Week-day 1= 715 ± 460.9
Week-day 2= 915 ± 423.1
Week-day 2= 621 ± 402.3
a
Adequate Intake range for children 4-13 y
b
Recommended Dietary Allowances for children 4-13 y
c
Recommended Dietary Allowances range for children 4-13 y

a

b

DRIs
AI (25-31
g/day)

RDA (600
IU/day)
c

RDA –
(1.000-1,300
mg/day)

Nutrient Intake Past 3pm
There was no significant difference in protein or fat intake for either reported
week day after 3 pm between the two groups. However, there was a significant difference
between calorie intake and net carbohydrate intake for both reported week days after 3pm
(Table 4.5) with public school children consuming more.

Table 4.5

Values of Significantly Different Nutrient Intake Past 3pm (Mean ± SD)

Group
Calorie Intake
Past 3pm
(Kcal/day)
Net
Carbohydrate
Intake past
3pm (g/day)

Public school children
Home school children
Week-day 1 = 928 ± 384.5 Week-day 1 = 715 ± 286.9
Week-day 2 = 979 ± 359.5 Week-day 2 =737 ± 365.6
Week-day 1 = 107 ± 52.9
Week-day 2 = 123 ± 58.1
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Week-day 1 = 69 ± 365.6
Week-day 2 = 74 ± 42.4

P-value
0.018
0.019
0.004
0.001

Body Mass Index Analysis
Table 4.6 describes the participants in each group in the study. Home school
children consisted of 51 participants, making up 70.8% of the study population, while the
public school children consisted of 21 participants (29.1%). There were a total of 72
children (3 children from the home school group were unidentified).

Table 4.6

Descriptive Statistics for Age, Gender, and BMI for Age Percentile

Group
N

Public school children
21

Home school children
51

Age (Years) Mean ±
SD
Gender (n)

8.90 ± 2.11

8.78 ± 1.81

13 F, 8 M

32 F, 19 M

Mean ± SD BMI for
age percentile

71.3 ± 27.3

56.9 ± 32.1

When all ages, 6-12 years, were considered, there was no significant difference
between BMI for age (p= 0.076) for the two groups. However, there was a significant
difference (p= 0.034) when only ages 6 and 7 were evaluated (Table 4.7).

Table 4.7

BMI for Age Percentile Analysis (Mean ± SD and Range)
Groups

n
Public school children
Home school children
P-value

21
51

Ages 6-12
BMI for Age
Percentile
71.3 ± 27.30
56.9 ± 32.12
= 0.076
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n
7
16

Ages 6-7
BMI for Age
Percentile
80.5 ± 25.39
47.7 ± 34.48
= 0.034

Factors which Contributed to Obesity
From the 65 item questionnaire, 18 of the questions were significantly associated
with obesity. From the 18 questions that showed a significant correlation with obesity, 17
showed a significant correlation with obesity among the home school children, while
only 1 of the 18 showed a significant correlation with the public school group. There was
a positive correlation between the weight of the parents and the home schooled children.
As the parent’s weight increased so did the child’s. Home school parent’s largely (80%)
reported that they never or occasionally limit the amount of food their child eats, and this
was positively associated with healthier BMI percentiles. Concerning screen time, home
school parents largely (83%) reported that they never or occasionally allow their child to
watch TV during meal times, which was correlated with healthier BMI percentiles. There
was a negative correlation between the time home school families enjoyed physical
activity together and overweight or obesity. As physical activity increased, BMI
decreased. Home school families (61%) reported they usually or always discuss with
their child the importance of a healthy diet. This was associated with healthier BMI’s
among the children. Unlike the public school parent’s, the home school parent’s reported
that they were unconcerned or only a little concerned about their child eating too much
and becoming overweight. Their reported unconcern was associated with healthier
BMI’s. When asked, “I have to be sure that my child does not eat too much of his/her
favorite foods,” 25% of home school parents reported they disagree while 33% reported
the slightly agree. Fifty-nine percent of home school parents reported they sometimes or
mostly monitor their child’s fat intake. Their response was positively associated with
healthier BMI’s. Interestingly, among the public school group, there was a negative
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correlation with the amount of time the child watches TV per week and healthy weight
status. A decrease in TV time per week was correlated with more overweight or obese
children. On the other hand, the home school group had a positive correlation. A decrease
in TV time per week was correlated with healthier BMI’s. Likewise, for the home school
group, there was a positive correlation with parent’s screen time and healthy BMI’s. As
the screen time for parents decreased, so did the BMI of the children. Lastly, home school
families that never or rarely stocked their kitchen with pretzels and cakes (Twinkies, HoHo’s, etc.) correlated positively with healthier BMI’s among the children (Table 4.8).
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Table 4.8

Significant Correlation Data from Parent Questionnaire

Question # / Correlating Factor of Overweight or
Obesity
#13A – Self Reported Weight of Mother

+ or Correlation
+

#13B – Self Reported Weight of Father

+

#16 – How do you describe your child’s body weight?

+

#22 – Do you limit the amount of food your child eats at
mealtime?
#24 – Do you allow your child to watch TV during meals?

+

#30 – How often does your family enjoy physical activities
together?
#32 – Do you discuss with your child the importance of a
healthy diet?
#35 – How concerned are you about your child eating too
much when you are not around him/her?
#36 – How concerned are you about your child becoming
over weight?
#38 – I have to be sure that my child does not eat too much
of his/her favorite foods.
#51 – How much do you keep track of the high-fat foods
that your child eats?
#52A- During an average week, how many hours does your
spouse (father) spend watching tv or video?
#52B - During an average week, how many hours does
your child spend watching tv or video?

-

+

+
+
+
+
+
+

#54A - During an average week, how many hours do you
(mother) spend playing computer/video games?
#54B - During an average week, how many hours does
your spouse (father) spend playing computer/video games?
#54C - During an average week, how many hours does
your child spend playing computer/video games?
#55 – How often are pretzels stocked in your kitchen?
#58 – How often are cakes (Twinkies, Ho-ho’s, etc.)
stocked in your kitchen?
HS = Home school
PS = Public school
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+
+
+
+
+

P-value
HS
(p=0.006)
HS
(p=0.004)
HS
(p<0.001)
HS
(p=0.033)
HS
(p=0.008)
HS
(p=0.015)
HS
(p=0.037)
HS
(p=0.008)
HS
(p<0.001)
HS
(p=0.039)
HS
(p=0.020)
HS
(p=0.031)
PS
(p=0.048)
HS
(p=0.012)
HS
(p=0.036)
HS
(p=0.004)
HS
(p=0.001)
HS
(p=0.009)
(p=0.050)

Discussion
This study was designed to assess if differences exist in nutrient intake, body
mass index, and eating patterns between home school and public school children. The
results from this study confirmed our hypothesis that home school children could have a
healthier body mass index only in children aged 6-7 years and rejected our hypothesis for
children 8-12 years of age. While it was found that public school children consumed
more calories, carbohydrates, calcium, and vitamin C, our hypothesis that home school
children would have healthier eating patterns due to the home environment was not
confirmed. On average, public school children consumed 450 calories more than the
home school children. Likewise, the results showed that both groups had total fat,
saturated fat, and sodium intakes above dietary reference intakes. Out of the three
previous nutrients mentioned (total fat, saturated fat, and sodium), public school children
consumed higher amounts compared to the home school children. However, the
consumption of total fat, saturated fat, and sodium were not statistically significant
between the two groups. Consuming high amounts of simple carbohydrates, fat, saturated
fat, and sodium increases the risk for cardiovascular disease. Simple carbohydrates can be
found in processed foods, sweets, and soft drinks. Furthermore, neither group met the
dietary reference intakes for fiber, vitamin D, and calcium. All three of these nutrients are
important for optimal health and especially for children. A proper intake of fiber has been
associated with satiety and a lower BMI. Also, fiber is needed to help with digestive
regulation. The foods that contain high amounts of fiber are typically fruits, vegetables,
and whole grains. These foods are considered basic components of a healthy diet due to
their nutrient properties by which they offer a wide array of vitamins and minerals.
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One of the study aims for this research project was to evaluate nutrient intake past
3pm. The reason and motive behind this aim was based on the fact that public school
children are at school until 3pm. After 3pm their intake is no longer regulated by the
public school systems, so a more accurate representation of their home environment
could be captured. The results showed that public school children consumed more
calories and carbohydrates compared to the home school children after 3pm. On average,
for the two reported week days, the public school children consumed 228 calories and 44
grams of carbohydrates more than the home school children past 3pm. An explanation for
these findings could come from a previous study which found that adolescents of
concerned parents reported lower intakes for extra food items, mainly energy-dense
snacks, and less home availability of these food items, than children of unconcerned
parents [9]. However, the results of the present study contrast with those findings. When
parents were asked how concerned they were about their child eating too much when they
weren’t around, they majority reported, they were not concerned at all. In particular, the
home school parents significantly reported they were unconcerned about their child
eating too much in their absence. In addition, when parents were asked about how
concerned they were about their child becoming overweight, it was reported they were
largely unconcerned. More suggestions can be made as to why public school children
consumed more calories past 3pm, but more research is needed in this area to confirm
any prediction or explanation.
Furthermore, a component of this study was that each participating family was
given a questionnaire to complete. The questionnaire consisted of 65 questions and was
to be completed by the parents. The first 11 questions focused on demographic
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information, while the remaining questions focused on home environment and eating
patterns. A previously mentioned study by Crocket and Sims [11], found that children
living in families with a low socioeconomic status had lower fruit and vegetable
consumption than children living in families with a high socioeconomic status. However,
that finding was not consistent with the results of this study. There was no significant
correlation between family income status and the weight of the child. The higher
sociodemographic families did not have a significant correlation with healthier BMI.
Moreover, from the questionnaire, there were a total of 18 questions which showed a
significant correlation with the participants BMI. First, the self-reported weight of each
parent showed that as the weight of the parents increased so did the BMI of both the
home school and public children. It is important for parents to know that they set the tone
for their family’s eating environment, and the home eating environment has an important
influence on children’s eating behavior [12]. Most home school parents classified their
children accurately as being “about the right weight”, while public school parents
frequently described their children as being “about the right weight” when in fact they
were overweight or obese according to their BMI percentile.
When the home school parents were asked whether they limit the amount of food
their child eats at mealtime, it was found that 55.5% of the home school parents reported
they never limit their child’s intake at mealtime. However, the public school parents
reported mixed answers that showed no significance. This was positively correlated with
children classified as having a healthy BMI percentile. A healthy BMI is classified as
falling between the 5th and 85th percentile. Ventura and Birch [14], reported that children
with indulgent parents have higher BMI’s than those with authoritarian parents.
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Likewise, families with overweight children used more indulgent feeding styles
compared to families with non-overweight children. Parents with more authoritative
feeding practices resulted in children with healthier BMI’s [13]. In contrast, the present
study showed that parents, particularly home school parents, were not authoritative in
their feeding style since they did not limit their child’s food intake at mealtime, and the
results showed that this practice was correlated with healthy BMI’s.
Food availability is a major predictor of intake and eating patterns within the
home [6,11,14]. For this study, parents were asked several questions concerning food
availability. The food availability questions can be summarized in categories which are as
follows: fruits and vegetables, sweets, and salty food. Two positive correlations were
associated with the home school children. First, the parents were asked, “How often are
pretzels stocked in your kitchen?” Forty-seven percent of the home school parents
answered “never” or “rarely” which was correlated with children who had healthy BMI’s.
The most common answer for this question among public school parents was
“sometimes” (n=8, 38.1%). However, there was not a significant correlation with weight
status among the public school group. Secondly, the parents were asked, “How often are
cakes (Twinkies, Ho-ho’s, etc.) stocked in your kitchen?” From this question, 82.3% of
the home school parents answered “never” or “rarely” which was also correlated with
children who had healthy BMI’s. There was no significant correlation among the public
school children pertaining to this question because of the lack of consistency among
answers. The most common answer from the public school parents was “rarely” (n=8,
38.1%).
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Lastly, there were several questions that correlated screen time with either healthy
or overweight and obese BMI’s. Parent’s were asked, “During an average week, how
many hours does your spouse (father) spend watching tv or video?” A positive
correlation was observed from the response of the home school families, which was that
healthier BMI’s were correlated with less amounts of screen time. There were a wide
range of screen times reported per week (1hr-20hrs), but 62.5% of home school fathers
reported watching 7 hours or less per week which was associated with children with
healthy BMI’s. Likewise, parents were asked, “During an average week, how many hours
does your child spend watching tv or video?”, and it was found that 46.9% of home
school children watch 5 hours or less of TV per week which was positively correlated
with a healthier BMI. It was largely reported public school children (n=10, 47.6%) watch
between 6 to 10 hours of TV per week. Also, it was asked concerning the mother, father,
and child, “During an average week, how many hours do you spend playing
computer/video games?” The results showed that as time playing video games decreased,
children had healthier BMI’s. A study by Jago et al. [35], reported when parents
exceeded 2 hours of watching TV per weekday, children were 3.4 times more likely to
spend ≥ 2 hours of watching TV if their father exceeded the threshold with odds of 3.7
for mothers. In connection, it was found that supervision by parents played a major role
in whether the child participated in healthy eating and an active lifestyle. Children spent
more time being sedentary when not supervised by parents [36]. This study supports the
needs for further research regarding the home school environment.
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Limitations of Study
To affirm the findings of this study and other studies alike, there needs to be more
research that focuses on how the home school environment contributes to eating patterns
and overall health. Numerous questions from the questionnaire only showed significant
correlations with the home school group with weight status. This could be because the
home school group consisted of a larger sample size compared to the public school
group, or it could be linked to the home environment of home school families that
contributed to these significant correlations. Furthermore, a few limitations to this study
consisted of self-reported weight of parents, self-recorded 3-day food records, and small
sample size.
More accurate methods of measurement of food intake are needed to verify which
group has healthier eating patterns. Also, out of the studies that have focused on home
school children versus public school children, this study has presented the smallest
sample size. Also, the study consisted of more home school children compared to public
school children. A large, equal multi-state sample size is needed to avoid biased data.
Implications for Intervention
The findings from this study are important since little is known about how the
home schooling environment affects childhood obesity. Results from this study imply
that public school children consume more total calories, which contributes to a higher
consumption of all nutrients compared to the home school children. A high consumption
of nutrients particularly in the form of carbohydrates and fat can lead to overweight or
obesity. In the future, initiatives aimed at promoting healthy eating among adolescents
might focus on increasing public education concerning nutrition for parents. Parents or
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the primary caregivers serve as influential role models; therefore, it can be important for
health education materials to be developed that address healthy home environment
patterns such as cooking meals together, making healthy foods convenient for children,
and how to incorporate practices that influence healthy eating behavior. Additional study
regarding the home environment of home school children in comparison to public school
is warranted. In particular, research that evaluates how foods are made accessible to
children within the home could help identify which home practices contribute to
childhood obesity.
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CHAPTER V
CONCLUSION
This study found that public school children consumed significantly more total
calories, net carbohydrates, vitamin C, and calcium compared to the home school
children. Also, the public school children consumed more calories in the form of
carbohydrates after 3pm compared to home school children. Pertaining to BMI, there was
a significant difference between the 6 and 7-year-old children. In that age category, the
home school children had lower BMI percentiles compared to the public school children.
Nevertheless, there was not a difference in BMI percentile in children 8-12 years of age
despite children attending public school having significantly higher calorie intake. This
finding needs additional research and may suggest that children in public school have
higher physical activity compared to home schooled children.
In conclusion, when parents lead as role models to create a positive home
atmosphere which influences healthy behavior, children may model those behaviors and
exhibit healthier eating patterns and active lifestyles.
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APPENDIX A
PARENT QUESTIONNAIRE
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Dear Parents,
This survey has been developed to help us observe the different environment influences
and food intake among home school and public school families. The information you give
us will help us better understand factors that may influence children’s eating and physical
activity so that appropriate health education programs and materials can be developed in
the future.
The information shared with us will be protected and stored appropriately. It will not be
given to other parents, your child’s school, or anyone else, so do not worry about how
you answer the questions. It is important that you answer the question truthfully.
Completing the questionnaire is voluntary. Whether or not you decide to complete the
questionnaire will not affect you or your relationship with Mississippi State University.
Please take all the time you need to read through this document and decide whether
you would like to participate in this research study.
If you decide to participate, your completion of the research procedures indicates
your consent. Please keep this form for your records.
After you complete the questionnaire, please return it to the person who distributes it to
you. Thank you very much for taking the time and completing the questionnaire.

Please record each child’s information that is participating in this study.

I.

ID #: _____________

III.

Gender: ___________

ID #: _______________

Gender: ______________

Age: ______________

II.

Age: ________________

ID #: _____________

Please circle:

IV.

ID #: _______________

Home School or Public School

Gender: ___________

Age: ______________
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Gender: ______________

Age: _________________

Healthy Eating and Physical Activity Survey: Parent’s Questionnaire
Please fill in the blank or circle/mark the answer you choose.*Answer each
question as it pertains to yourself and your spouse, if applicable.
1. What is your relation to the child in this
study?
A. Father
B. Mother
C. Grandparent
D. Other: _______

7. What is your occupation?
A. Manufacturing
B. Agriculture
C. Health Care
D. Wholesale or retail trade
business
E. Military
F. Construction
G. Unemployed
H. Other ______________

2. Are you the primary custodial parent?
A. Yes
B. No
3.

Are the participating children in this
study?
A. Biological
B. Adopted
C. In your custody but from
another family of origin

8. What is your spouse’s occupation?
A. Manufacturing
B. Agriculture
C. Health Care
D. Wholesale or retail trade
business
E. Military
F. Construction
G. Unemployed
H. Other ______________

4. How many people are living in your
household? ____________
5. How do you describe your ethnicity?
A. American Indian or Alaska
Native
B. Asian
C. Black or African American
D. Hispanic or Latino
E. Native Hawaiian or Other
Pacific Islander
F. White, Caucasian non-Hispanic
G. Other

9. What is your total family income?
A. Below 20,000
B. 20,000 – 40,000
C. 40,000 – 60,000
D. 60,000 – 80,000
E. 80,000 – 100,000
F. Above 100,000

6. How do you describe your spouse’s
ethnicity?
A. American Indian or Alaska
Native
B. Asian
C. Black or African American
D. Hispanic or Latino
E. Native Hawaiian or Other
Pacific Islander
F. White, Caucasian nonHispanic
G. Other

10. What is your education level?
A. GED
B. High School Diploma
C. Associate Degree
D. Bachelor’s Degree
E. Master’s Degree
F. Doctorate Degree
11. What is your spouse’s education level?
A. GED
B. High School Diploma
C. Associate Degree
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D. Bachelor’s Degree
E. Master’s Degree
F. Doctorate Degree
12. How tall are you?

14. How do you describe your body
weight?
A. Very underweight
B. Slightly underweight
C. About the right weight
D. Slightly overweight
E. Very overweight

Guardian #1:___________
_____ feet _____inches
Guardian #2:___________
_____ feet ______ inches

15. How do you describe your spouse’s
body weight?
A. Very underweight
B. Slightly underweight
C. About the right weight
D. Slightly overweight
E. Very overweight

13. How much do you weigh?
Guardian #1: ________ pounds
Guardian #2:_________ pounds

16. How do you describe the child’s body weight? (If needed select one or more responses and
indicate which child, by ID #, beside the answer)
Child #1

A.
B.
C.
D.
E.

Child #3
A.
Very underweight
B.
Slightly underweight
C.
About the right weight
D.
Slightly overweight
E.
Very overweight

Child #2

Child #4

A.
B.
C.
D.
E.

A.
B.
C.
D.
E.

Very underweight
Slightly underweight
About the right weight
Slightly overweight
Very overweight

Very underweight
Slightly underweight
About the right weight
Slightly overweight
Very overweight

Very underweight
Slightly underweight
About the right weight
Slightly overweight
Very overweight

17. Within the past 12 months, we
worried whether our food would run out
before we got money to buy more.
A. Yes
B. No
19. Which of the following reasons were the
determining factors behind your choice of
home school or public school?
A. Cost
B. Frequent family relocation
C. My career
D. Personal / Religious values
E. I believe I can provide a better

18. Within the past 12 months, the food
we bought just didn’t last and we didn’t
have money to get more.
A. Yes
B. No
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education for my child than the
public school.
F. I believe the public school can

provide a better education for my
child than I can.
G. Other: ______________

The following questions are about eating and physical activity. Please mark the
box that corresponds to the frequency in which each situation takes place.
Never Occasionally Frequently Usually A
l
w
a
y
s







 










 
 







 


24. Do you allow your child to watch TV during meals? 
25. Do you all your kids to help you prepare meals?

26. How often do the meals served at your house include

both vegetables and fruits?






















 













 
 
 





 





 







 
 

20. How often do you get out of bed at night, go into the
kitchen, and finish the remains of some food?
21. How often do you ask about what your child eats at
school? (Public School Children Only)
22. Do you limit the amount of food your child eats at
mealtime?
23. Do you allow your child to snack between meals?

27. As a parent, do you think it is reasonable to
prepare meals that fill the plate half way with fruit and
vegetables?
28. Are your kids allowed to get their own food (from
pantry, cabinets, and refrigerator)?
29. Do you use food to reward your child?

30. How often does your family enjoy physical
activities together?
31. As a parent do you use your cell phone during

meal times?
32. Do you discuss with your child the importance of

a healthy diet?
33. Do you discuss with your child the importance of

physical activity?
34. Do you and your child/children have meals together? 
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Questions pertaining to your concern about your child’s weight.
Unconcerned

A little
Fairly
Very
Concerned
concerned
concerned concerned





















35. How concerned are you about your
child eating too much when you
are not around him/her?
36. How concerned are you about your
child becoming over weight?

Questions pertaining to restrictions you put on your child’s eating.
Disagree
37. I have to be sure that my child does
not eat too many sweets (candy, ice
cream, cake or pastries)
38. I have to be sure that my child does not eat
too many high- fat foods
39. I have to be sure that my child does not
eat too much of his/her favorite foods
40. I intentionally keep some foods out of my
child's reach
41. I offer sweets (candy, ice cream, cake,
pastries) to my child as a reward for
good behavior
42. I offer my child his/her favorite foods
in exchange for good behavior
43. If I did not guide or regulate my child's
eating, he/she would eat too many junk
foods
44. If I did not guide or regulate my child's
eating, he/she would eat too much of her
favorite foods

Slightly
Slightly
Neutral
disagree
agree

Agree
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Questions pertaining to pressure put on your child to eat.
Disagree

Slightly
disagree

































Neutral

Slightly
agree

Agree

45. My child should always eat all of the

food on his/her plate
46. I have to be especially careful to
 make sure my child eats enough
47. If my child says “I'm not hungry'', I try
 to get him/her to eat anyway
48. If I did not guide or regulate my child's
 eating, he/she would eat much less than
he/she should

Questions concerning how you monitor what your child eats.
Never
49. How much do you keep track of the sweets
(candy, ice cream, cake, pies, pastries, etc.)
that your child eats?
50. How much do you keep track of the snack
food (potato chips, Doritos, cheese puffs,
etc.) that your child eats?
51. How much do you keep track of the highfat foods that your child eats?

Rarely Sometimes

Mostly

Always

 







 







 







During an average week, how many hours do you, your spouse, and your
child/children spend watching TV and video, online, and playing
computer/video games?
You

Your Spouse

52. Watching TV or video
53. Online
54. Playing computer or video
games
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Your child

How often are the following items stocked in your kitchen? (Mark appropriate
column)
Never

Rarely Sometimes Frequently

Always

55. Pretzels











56. Sweetened or carbonated beverages











57. Nuts (Almonds, cashews, walnuts,
peanuts, etc.)
58. Cakes (Twinkies, Ho-ho’s, etc.)





















59. Candy bars (Snickers, BabyRuth,
Hershey’s, etc.)











60. Candy (Skittles, M & M’s, Gummi Bears,
etc.)
61. Chips (Doritos, Ruffles, Cheetos, etc.)





















62. Ice-cream/popsicles











63. Cookies











64. Fruits (Apples, oranges, grapes, etc.)











65. Vegetables (Carrots, tomatoes, potatoes,
etc.)
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